chosen appropriate methods to address this and I think the findings could have implication on how we research, train and evaluate PCC.
However, whilst this paper answers important questions, I think it needs further work and major revisions before publication. I have outlined some of my concerns below which I hope will be helpful in trying to support this paper for publication.
1) It needs proofreading as the English/grammar is poor in a few places. eg; 'the study is undertaken within a qualitative research with interpretive paradigm'.
2) The methods don't have enough explanation to allow sufficient understanding of the rationale for these or to allow reproducibility. Data saturation is an outdated term now in qualitative research. We need more rigour in the explanation on how they ensured that no new themes were emerging.
3) I would recommend that the authors carefully review Lincoln and Guba criteria for validity of qualitative work. At the moment, this study doesn't meet any of the criteria I am afraid -but can be addressed with revisions.
4) Was there any triangulation of findings? Why not?
5) The authors mention reflexivity but not in those terms...what exactly did they do to address this given the interviewer status as a fellow specialist trainee doctor? 6) 'Interviews were audio-recorded'. Were they transcribed? Verbatim? Checking of these? Any software used? All the authors say is 'Data collected from all the interviews were collated together.'... not enough information to allow me to reproduce these? 7) What about member checking? Peer debriefers? 8) Not much info on the interview sample? Ages? Ethnic group? Speciality? Previous literature suggests that these factors contribute to perceptions of PCC. I think we need more information on who you have interviewed. See recent Cochrane review by my colleague in Oxford called Jeremy Howick. He looks at PCC in relation to empathy and highlights these issues on how the perception of PCC relates to socio-ethnic groups.
9) The fact that this is a carried out in a single trust means that generalisability is a real problem here.? Are perceptions of PCC related to trust environment rather than individual experiences. Is this more of a pilot study? 10) Some of the more recent literature on PCC is missing from the references While I think the subject is really important and the question being addressed needs answering, at the moment the methods are too weak to recommend publication without significant revisions
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GENERAL COMMENTS
Thanks for inviting me to review this manuscript. Overall I found the paper interesting, particularly in the way that it engages the reader in unpicking some of the taken for granted ideas and skills about PCC. I found authors' honing in on special trainee doctors relevant since PCC is often considered difficult in practice and there are diverging and competing understandings about it. However, I found the paper to be underdeveloped, in terms of critical engagement with wider literature, methodological rigour and findings and am therefore unable to recommend it for publication as it stands now. I had some comments which authors may need to address before considering resubmission. 
VERSION 1 -AUTHOR RESPONSE
Reviewer Name: MARY DAHM Thanks for the opportunity to review this paper again. It has made great progress. With the clarified aims, the findings and discussion are well aligned drawing attention to the key findings.
There are still some flaws in the methodological section, e.g. no information on transcription "Data collected from all the interviews were collated together" * what does that mean? this also related to the way your quotes are presented. Are these representative quotes? have they been edited or are verbatim (some sound/ look like note dot points rather than interview responses) some clarification would be good here.
Did you collect any demographic background? (how might they affect views ion PCC?, You mention "doctors as a person" but do not attempt to move beyond self-reported perspectives (e.g. did cultural or language background have an "objective" rather than subjective influence)? Also recordings ceased after 31 participants but it is unclear if data collection commenced with recording (so that there was true data saturation) or whether data saturation was perceived only when data collection stopped.
There are sections that flow and read really well, but still some issues with lengthy sentences e.g. "The doctors in our sample discussed how their knowledge base surrounding how to manage and educate patients on their condition was an important factor in helping to practice PCC."
Response:
Thank you for these comments.
Information on data collection:
We have now included more information in the paper with the Methodology section including audio-recording and transcription (all the interviews were transcribed verbatim periodically after 3-5 interviews). When it was noted that there is no new information recorded further data collection was terminated.
Quotes:
We have now included fewer but longer quotes to try to help illustrate the points. Majority of the quotes are reproduced in full, but some were shortened in the interest of brevity (to keep the paper to the word count) but without altering the meaning (this was checked by authors). We have now included this information in the paper.
Demographic data:
We now present a table (see Table 2 ) with a breakdown of ethnic group and medical speciality. However, we have not attributed quotes to gender/ethnicity in case our participants could be identified. We did not record age. Speciality information was collected and it does influence the way they perceive the PCC (those with research training felt they understood PCC better and embraced it more). We have now included this in the paper. VP did not note any differences in terms of ethnicity/language across the data.
Lengthy sentences:
We have proof-read the paper and hope that we've now steered away from long sentences.
Reviewer: 2 Reviewer Name: Hajira Dambha-Miller
Thank you for the opportunity to review this interesting manuscript. PCC is an important subject that is highly relevant to medicine. The objective of this study is clear and the authors have absolutely identified a gap in the literature that requires answering. They have chosen appropriate methods to address this and I think the findings could have implication on how we research, train and evaluate PCC.
Response: Thank-you for these positive comments.
Response:
We have now proof-read this paper and it now reads better.
We have included some further detail in the Methods section. All the interviews were transcribed verbatim periodically after 3-5 interviews. This allowed VP and HW to review the data and check to see if there was any new information in the data. When it was noted that there is no new information recorded data collection was terminated.
Response: Thank you for this suggestion. We have summarised the key points from Lincoln YS ,Guba 1985. Naturalistic inquiry Newbury Park, CA:Sage) and also Korstjens & Moser (2018) in Table 1 (see below) and have included this in the paper. We have also added in more detail below and have added this into the paper in the Methods and Findings. notes also included the researcher's subjective relationship with the interviewees and her role as a Specialist Trainee.
1. Credibility: Confidence that can be placed in the truth of the research findings. We used analyst triangulation. That is, we had several analysts (from different backgrounds) reviewing the findings and analysis. VP and HT held regular meetings during the process of analysis. HB (health psychologist) and PP (Consultant) checked codes and themes independently. 2. From a qualitative perspective transferability is primarily the responsibility of the one doing the generalizing. The qualitative researcher can enhance transferability by doing a thorough job of describing the research context and the assumptions that were central to the research. 3. Dependability and confirmability: VP kept an audit trail as a record of the research path from the start of the research study to the end in order to transparently describe the research steps. 4. Reflexivity involves examining one's own conceptual lens, explicit and implicit assumptions, preconceptions and values, and how these affect research. VP acknowledged the importance of being self-aware and reflexive about her own role in the process of collecting, analysing and interpreting the data, and in the pre-conceived assumptions, she brought to your research. She made reflexive notes during and after the interview and while transcribing the audiotape and analysing the transcript. Reflexive notes also included the researcher's subjective relationship with the interviewees and her role as a Specialist Trainee. For example, she noted that interviewing fellow STs may have made it easier for the participants to 'open up' and discuss their views on PCC (including barriers). She also noted during the interviews that there were differences between specialist trainees depending on medical subspeciality.
4) Was there any triangulation of findings? Why not?
Response: We used analyst/investigator triangulation. That is, we had several analysts reviewing the findings and analysis (see above).
5) The authors mention reflexivity but not in those terms...what exactly did they do to address this given the interviewer status as a fellow specialist trainee doctor?
Response: We agree that VP's position as a colleague of the Specialist Trainees alongside her background and beliefs, values and perspectives/assumptions could affect the interviews/interpretations. We have outlined this in Table 1 (see above) . We have taken steps to address this by having multiple investigators involved in the data analysis and interpretation and VP also kept reflective notes (see above). We have included more detail of reflexivity this in the Methodology section. For example, she was mindful in interviews not to presume too much about STs and their views, but to be open to different responses and perceptions. This was checked periodically in interviews by VP and HT. Reflexive notes included her subjective relationship with the interviewees and her role as a Specialist Trainee. For example, she noted that interviewing fellow STs may have made it easier for the participants to 'open up' and discuss their views on PCC (including barriers).
6) 'Interviews were audio-recorded'. Were they transcribed? Verbatim? Checking of these? Any software used? All the authors say is 'Data collected from all the interviews were collated together.'... not enough information to allow me to reproduce these?
Response: Yes, also in response to other reviewers' comments (see Reviewer 1) we have now included more information in the paper with the Methodology section including audio-recording and transcription.
7) What about member checking? Peer debriefers?
Response:
We did not include peer debriefing or member checks and agree this may have been a good idea. We have included this in the Limitations section of the Discussion.
8) Not much info on the interview sample? Ages? Ethnic group? Speciality? Previous literature suggests that these factors contribute to perceptions of PCC. I think we need more information on who you have interviewed. See recent Cochrane review by my colleague in Oxford called Jeremy Howick. He looks at PCC in relation to empathy and highlights these issues on how the perception of PCC relates to socio-ethnic groups.
Response: We agree and we have now provided ethnic background and speciality as requested by Reviewer 1. (See Table 2 ). However, we have not attributed quotes to gender/ethnicity in case our participants could be identified. Instead we have noted there were no differences in the Findings. Unfortunately the Cochrane review by Jeremy Howick has been withdrawn from publication so we could not reference this.
9) The fact that this is a carried out in a single trust means that generalisability is a real problem here? Are perceptions of PCC related to trust environment rather than individual experiences? Is this more of a pilot study?
Response: NHS England and all NHS trusts are recommending PCC skills to improve patient satisfaction and health outcomes. It was not a deliberate initiative/policy in this hospital, but expected in the current NHS as a whole. We have now made this clearer in the paper. We have highlighted in the Limitations section that we only sampled from one Trust. We also include generalisability in our Table 1. 10) Some of the more recent literature on PCC is missing from the references
Response:
We have updated our literature review and have included more recent literature on PCC including work by Naldemirci et al 's (2017) , Sidani & Fox (2014) and Buetow et al (2016) . We have now added this into the paper. As many STs in the interviews reported, there is no formal training specifically for PCC care. However, to give some context in the UK there are aspects on communication skills dealing with the shared decision making and a holistic approach to patients during the MBBS (Undergraduate) and Membership exams (Postgraduate). There are simulated sessions and also skills development courses (conducted as specific preparation for exams only). Most of these sessions concentrate on communication skills rather than PCC skills (which goes further than just communication skills of the practitioner). We would be happy to add this latter detail into the paper if you think this is also needed.
3) Methods are appropriate for the focus on the accounts of PCC. I completely agree with authors that research focusing on one specific site/context can provide us with in-depth understanding of PCC. However, authors do not highlight why it is relevant to have conducted research in this specific context (an acute hospital in the East Midlands, p.7). Is there a deliberate initiative/policy to implement PCC in this hospital?
Response: There was no specific policy/initiative in the study site hospital. However, NHS England and all the NHS trusts are recommending PCC skills to improve patient satisfaction and health outcomes. It was not a deliberate initiative/policy in this hospital, but is expected in the current NHS as a whole. We have now made this clearer in the paper. (…"aims to explore", p. 6 
4) Authors clearly describe their research as exploratory
Response:
We have now included more longer quotes to try to help illustrate the points. Majority of the quotes are reproduced in full, but some were shortened in the interest of brevity (to keep the paper to the word count) but without altering the meaning (which was checked by authors). We have now included this information in the paper.
5) A minor remark: The participation in the study is relatively high; it would be possible to include a brief and reflexive statement on the invitation from the Directorate (p.7) as recruitment strategy: might
